Aims: (1) To examine whether prevalence of burnout is higher among community psychiatric nurses working under recently introduced job specific work systems than among public health nurses (PHNs) engaged in other public health services. (2) To identify work environment factors potentially contributing to burnout. Methods: Two groups were examined. The psychiatric group comprised 525 PHNs primarily engaged in public mental health services at public health centres (PHCs) that had adopted the job specific work system. The control group comprised 525 PHNs primarily engaged in other health services. Pines' Burnout Scale was used to measure burnout. Respondents were classified by burnout score into three groups: A (mentally stable, no burnout); B (positive signs, risk of burnout); and C (burnout present, action required). Groups B and C were considered representative of ''burnout''. A questionnaire was also prepared to investigate systems for supporting PHNs working at PHCs and to define emergency mental health service factors contributing to burnout. Results: Final respondents comprised 785 PHNs. Prevalence of burnout was significantly higher in the psychiatric group (59.2%) than in the control group (51.5%). Responses indicating lack of job control and increased annual frequency of emergency overtime services were significantly correlated with prevalence of burnout in the psychiatric group, but not in the control group. Conclusions: Prevalence of burnout is significantly higher for community psychiatric nurses than for PHNs engaged in other services. Overwork in emergency services and lack of job control appear to represent work environment factors contributing to burnout. S tress related diseases such as burnout have recently begun to attract attention among medical professionals. [1] [2] [3] [4] Burnout is a syndrome characterised by extreme physical and mental fatigue and emotional exhaustion. 5 A wide range of professions experience burnout, including physicians, nurses, and educators. The common factor is that all share an intense involvement with people or provide assistance to people. 6 7 Burnout represents a problem in the working environment, rather than an internal human problem. Factors identified as contributing to burnout include malignant stressors associated with job and working environment. 8 In developed countries like the UK and Canada, newly implemented work climates or systems following health reforms and restructuring place considerable stress on district nurses and home care workers. 9 10 For instance, one study reported that many district nurses felt that ongoing changes to the National Health Service represented the largest stressor in the UK. 10 The environments in which medical professionals work are undergoing profound changes, due to increasing demands in medical care, mounting pressure to keep medical costs down, and reforms to medical care systems. [11] [12] [13] [14] Changes in medical care systems and working environments can act as stressors on medical professionals, resulting in physical and mental burdens. 15 16 In Japan, the work system for public health nurses (PHNs) in public health centres (PHCs) across the country was fundamentally modified in April 1997, when the Community Health Act came into effect. [17] [18] [19] This Act replaced the previous regionspecific work system with a job-specific work system. The resulting changes to the work environment of PHNs working in PHCs seem to be contributing to various types of mental stress.
Under the region specific work system, PHNs were involved with all public health activities in a given region.
Under the new job specific work system, PHNs working in a PHC are involved in one of five major areas of services: (1) health services for adults and the aged; (2) services for mothers and children; (3) services related to infectious diseases; (4) services related to intractable diseases; and (5) mental health services. 18 We focused on PHNs engaged in mental health services (community psychiatric nurses) when conducting this survey. Community psychiatric nurses are said to experience greater physical and mental fatigue due to problems with working conditions (inadequate support systems) and unsatisfactory regional emergency mental health care systems. However, no studies have systematically examined evidence supporting this view. The aim of the present study was therefore to investigate whether prevalence of burnout is higher among community psychiatric nurses working under the recently introduced job specific work system than among PHNs engaged in other public health services. In addition, factors contributing to burnout were identified, and three major categories related to the work environment (support systems, PHN relationship with physicians, and emergency service systems at PHCs) were examined.
METHODS
In Japan, 448 PHCs are operated by prefectures, which are similar to counties in the UK. 19 Of these, 356 have adopted the job specific work system, although the number of community psychiatric nurses was unknown at 27 of the 356 PHCs. Community psychiatric nurses working at 329 PHCs were therefore requested to participate in this survey.
A total of 133 PHCs had only one PHN engaged in public mental health services. For these institutions, that PHC selected to participate in the present study. The remaining 196 PHCs had two or more PHNs engaged in public mental health services. Under these circumstances, two PHNs were randomly selected as participants. A total of 525 PHNs primarily engaged in public mental health services were therefore selected, forming the psychiatric group. The control group comprised 525 PHNs (one or two nurses selected at random from each of the 327 stations) from the same PHCs and primarily engaged in adult/aged services (n = 132), mother/child services (n = 132), infectious disease services (n = 131), or intractable disease services (n = 130). This sample size was sufficient to detect an increased prevalence of burnout in the psychiatric group of >10%, assuming burnout prevalence in the control group of about 50% as seen in the preliminary survey, with 80% power at the 5% level of significance (two tailed test). The required sample size was 408 in each group, for a total of 816. On 5 November 2002, a questionnaire was mailed to all 1050 potential subjects. To avoid any potential disadvantage to respondents associated with responses, the questionnaire was anonymous in design and each respondent sealed and mailed the return envelope by themselves. After the initial deadline for responses had passed, all nurses to whom questionnaires had been sent were mailed a request for participation in the survey, to increase response rate. The questionnaire included a column for obtaining from each respondent informed consent for use of the extracted data in this study.
Instruments for evaluating burnout have been developed by Pines and colleagues, 20 Maslach and Jackson, 21 and Jones. 22 Each of these instruments displays unique characteristics, and selection depends on the specific survey objectives or preferences of the investigator. The Burnout Scale developed by Pines et al has been translated into Japanese and has been used to study burnout among Japanese nurses and PHNs. 23 24 The present study utilised Pines' Burnout Scale to measure burnout. The scale is a self diagnosis instrument that includes 21 questions evaluating three factors of burnout: (1) physical exhaustion; (2) emotional exhaustion; and (3) mental exhaustion. Of the 21 items, 17 are negative and four are positive. 20 Responses to all items utilise a seven point scale. Composite burnout score represents the mean response for all items, with scores for positive items reversed. This scale was previously validated based on a sample of more than 5000 individuals, comprising Americans, Canadians, Japanese, Australians, and Israelis. Construct validity was established using discriminant validity methods, which utilise correlational-type analysis of the target test, with several other relevant measures. The Burnout Scale has also shown high test-retest reliability and internal consistency. 25 Respondents were classified by burnout score into three groups: group A (score ( 2.9; mentally stable, healthy, no burnout); group B (3 ( score ( 3.9; positive signs, risk of burnout); and group C (score > 4; burnout present, action required). 20 23 Groups B and C were considered to represent a state of ''burnout'' for the purposes of this study. A separate questionnaire was also prepared to investigate factors providing support for PHNs working in PHCs and the adequacy of emergency mental health service systems. This questionnaire included items pertaining to individual characteristics (age of nurses, population of region covered by each PHC, length of nursing career, etc) and the work environment (actual data on work, work systems, support systems, etc). Prior to the main survey, a preliminary survey of 104 PHNs at 52 PHCs was conducted. Results of the preliminary survey were utilised to improve the validity and reliability of this separate questionnaire.
Relative risk (RR) of burnout for the psychiatric group compared to the control group was determined with 95% confidence intervals (CI). Gross differences in burnout prevalence between psychiatric and control groups were compared using the Mantel-Haenszel method to adjust for possible confounding effects. Stratified comparisons were performed to adjust for characteristics that differed significantly (p ( 0.10) between psychiatric and control groups. Adjusted RRs, associated 95% CIs, and p values were calculated using the Mantel-Haenszel test. The Mantel extension test for trends was used to evaluate correlations between burnout and working conditions. These analyses were performed for both groups. Values of p ( 0.05 were considered statistically significant. All statistical analyses were based on two tailed probabilities. SPSS for Windows software (version 10.0.5J, SPSS Japan, Tokyo, Japan) was used for statistical analyses.
RESULTS
Of the 1050 questionnaires sent out, 858 were returned. Responses were received from 423 community psychiatric nurses and 435 nurses engaged in other services (adult/aged services, n = 112; mother/child services, n = 102; infectious disease services, n = 109; intractable disease services, n = 112). Overall response rate was 81.7%. Of the 858 responses, 625 were collected by the original deadline (primary responses), and 233 were collected after the reminder letter was sent (secondary responses). No significant differences were observed between primary and secondary responses in terms of response tendencies for any questions in the questionnaire. Some respondents answered that they were involved in two or more of the five service categories mentioned above, rather than specialising in one particular service category. These respondents were excluded from analysis. As a result, 785 respondents were included in the final analysis, including 396 community psychiatric nurses and 389 PHNs not engaged in mental health services. The estimate of internal consistency (Cronbach's a) for the Burnout Scale was 0.94 in the 785 respondents.
Policy implications
N To implement the de-institutionalisation that the national government has devised, a system must be established that can both accept discharged patients, and also cope with the emergency care needs of discharged patients. N Community psychiatric nurses will play a central role in any such system. Countermeasures to improve work environments and prevent burnout among nurses should therefore be implemented.
Main messages N Prevalence of burnout was significantly higher for community psychiatric nurses (prevalence 59.2%) than for PHNs engaged in other public health services in this nationwide survey.
N Excessive work demands, particularly for emergency overtime work, and low job control for community psychiatric nurses are work environment factors that appear to contribute to burnout.
N The work characteristics of community psychiatric nurses may be categorised as displaying ''high job strain''. Table 1 compares characteristics between psychiatric and control groups. Psychiatric and control groups displayed significant differences in number of years in current service (p = 0.009). Table 2 shows overall prevalence of burnout for the two groups. Relative risk of burnout was significantly increased for the psychiatric group compared with the control group. Two factors that differed significantly (p ( 0.10) between psychiatric and control groups, age strata and number of years in current service, were examined to adjust for possible confounding effects. Relative risks for overall, age strata, and number of years in current service were significantly increased. Table 3 shows the association between prevalence of burnout in each group and answers to questions on PHN relationships with physicians, support systems, and emergency service systems at PHCs. Affirmative responses to ''Is success or failure of service largely determined by the physician?'' were significantly associated with prevalence of burnout in the psychiatric group (p = 0.008), but not in the control group (p = 0.868). For the question, ''How often are emergency overtime services needed per year?'', increased annual frequency of emergency overtime services correlated with prevalence of burnout in the psychiatric group (p = 0.014), but not in the control group (p = 0.426).
DISCUSSION
The key finding of this study was that prevalence of burnout is significantly higher for community psychiatric nurses than for PHNs engaged in other public health services. Prevalence of burnout reached 59.2% for community psychiatric nurses. This is higher than the prevalence reported in a previous survey of physicians engaged in emergency paediatric care (50%), using the same Pines' Burnout Scale. 26 Past studies of burnout among medical professionals have focused on hospital based staff, and have revealed unresolved problems pertaining to hospital staff. [27] [28] [29] The present study, however, reveals that more than half of PHNs engaged in community health services at PHCs display some level of burnout, irrespective of the type of public health services provided. This study also shows that the situation is more serious for community psychiatric nurses, who represented the primary focus of this study. We believe the results of this study display external validity, since the study was carefully and adequately designed, and involved PHNs across the country. Furthermore, no previous study of PHNs has been conducted on such a large scale.
The distribution of burnout among community psychiatric nurses displayed two slow peaks: one for the 30s age group; the other for the 50s age group. Differences in burnout prevalence between psychiatric and control groups were particularly noticeable for nurses in their 30s. Community psychiatric nurses in this age bracket have often been pursuing a nursing career for at least a decade, and are in the prime of their life as community psychiatric nurses, possessing large amounts of knowledge and experience. For this reason, high expectations and heavy work demands may be heaped on these nurses by both superiors and subordinates. Levels of expectation and work demands may prove excessive, causing extreme mental and physical exhaustion and contributing to burnout. The apex of the second burnout peak was for nurses in their 50s, and may well reflect the influences of reduced physiological functioning and the increasing development of illness that occurs in the 50s.
With regard to nurse relationships with physicians, the most striking difference observed between the psychiatric and control groups was the correlation between prevalence of burnout and percentage of responses, indicating that success or failure of services is perceived as largely dependent on the physicians involved. In the psychiatric group, prevalence of burnout rose significantly with increasing perception of dependence on physicians. No such correlation was noted in the control group. Of the nurses who stated that the success or failure of service was ''always'' dependent on the physicians involved, 72.2% experienced burnout. This percentage was higher than that for any other question, meaning that burnout in community psychiatric nurses is closely related to whether the physician needed for a given community psychiatric service satisfies the requests or expectations of nurses. Furthermore, in the psychiatric group, increased frequency of services requiring emergency overtime work elevated the prevalence of burnout. No such correlation was observed in the control group. The implication here is that mental health services differ from other public health services in terms of the nature of cases requiring emergency overtime work, and that mental health services more frequently involve difficult cases that are more likely to cause burnout in PHNs.
The prevalence of burnout recorded by this study may slightly overestimate the real situation, since cases with relatively mild symptoms were also included as cases of burnout according to our criteria. That is, group B (positive signs and risk of burnout) and group C (burnout present and action required) were both deemed representative of burnout. Although the prevalence of burnout needs to be evaluated more carefully, the present study undoubtedly indicates that the prevalence of burnout is higher among PHNs involved in mental health care than among PHNs in charge of other services. Furthermore, considering a British report that one in every two community psychiatric nurses was seriously emotionally drained by their work, 30 the prevalence of burnout revealed in the present study may not be excessively high. It is plausible to imagine from these studies that as work environments for PHNs in developed countries have undergone rapid changes in recent years, more than a few PHNs have been burdened by great physical and mental stress, possibly causing varying degrees of burnout.
The present study focused only on the work environment, whereas burnout can be caused by factors related to both the workplace and personal and social factors. The significant factors identified in the present study cannot completely explain the level of burnout observed in all cases. Relationships between burnout among community psychiatric nurses and personal or social factors must also be examined. Further investigation of the issues surrounding work environment and job stress will add to our understanding of burnout, work environment, and potential preventive measures among community psychiatric nurses. Theories on job stress, particularly the demand-control model described by Karasek, have contributed to the study of job stress by supplying theoretical frameworks with which to explain associations between psychosocial characteristics of the work environment and health outcomes. 31 32 The demand-control model suggests that a high demand-low control combination at work can contribute to mental and physical pathology. 33 34 In our study, the work environment factor ''increased frequency of emergency overtime work'' would presumably represent high job demands, and the factors ''difficulty securing a physician'' and ''success/failure is determined by physician'' may both represent low job control. The work characteristics of community psychiatric nurses may thus be categorised as displaying ''high job strain'', and some studies have reported that ''high job strain'' is associated with mental illness. 35 In future, associations between work environment, stress levels, and mental illness among community psychiatric nurses should be analysed utilising approaches including not only burnout theories, but also job stress theories, such as the demandcontrol model.
The present study displays several limitations. First, the reliability and validity of the Japanese version of Pines' Burnout Scale, employed in the present study, have yet to be strictly verified. However, a previous study using this version of Pines' Burnout Scale did show the internal validity of the scale. 26 In the present study, Cronbach's a coefficient was 0.94, indicating a high level of internal consistency for the scale. Second, we performed nine tests for each group in table 3. To adjust for multiple testing we calculated adjusted p values of those tests that had displayed significance before adjusting using the Holm method. 36 In analyses of the psychiatric group, the resulting p values were 0.032, 0.084, 0.018, and 0.056 for the working conditions ''help by PHNs in other service areas'', ''frequency of emergency overtime work'', ''service schedule disturbed by emergency services'', and ''success/failure is dependent on the physician'', respectively. The possibility cannot be excluded that multiple testing might have contributed to spurious significant results for ''frequency of emergency overtime work'' and ''success/ failure is dependent on the physician''.
In conclusion, our study shows that prevalence of burnout is significantly higher for community psychiatric nurses than for PHNs engaged in other services. Excessive work demands, particularly for emergency overtime work, and low job control for community psychiatric nurses appear to represent work environment factors contributing to burnout. Countermeasures to improve the work environment and thus prevent burnout among nurses need to be implemented.
